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Introduction
Incidental extracardiac findings (ECFs) are commonly seen 
on the many cardiac imaging modalities. The majority of the 
incidental ECFs are noticed on computed tomography (CT), 
cardiac magnetic resonance scanning, and myocardial per-
fusion imaging, but transthoracic echocardiography (TTE) 
can also reveal these incidental findings, especially since it is 
a widely used cardiac modality. However, there is scarcity of 
data describing ECFs on TTE. We present a rare case of a 
cystic mass seen in the posterior mediastinum on TTE, which 
led to further evaluation and diagnosis of esophagitis with 
ulceration.1–4
Case Summary
The patient is a man in his 70s with a past medical his-
tory of bipolar disorder, pulmonary embolism, deep venous 
thrombosis, benign prostatic hyperplasia, gastro esophageal 
reflux disease (GERD), and anemia who presented with chest 
pain. The patient had been experiencing chest pain for sev-
eral months, which he described as being non-radiating, non-
exertional, and often postprandial. The patient also reported 
he was not eating or drinking well secondary to a decreased 
appetite. The review of systems was negative for dizziness, 
syncope, shortness of breath, fevers, chills, nausea, vomiting, 
dysphagia, or recent weight loss.
On physical examination, the patient’s orthostatic vital 
signs were as follows: supine blood pressure (BP), 100/75 mm 
Hg; pulse, 125 bpm; standing BP, 90/55 mmHg; and pulse, 
128 bpm. Generally, the patient appeared in no acute distress 
with dry mucus membranes and decreased skin turgor. His car-
diac examination revealed normal S1 and S2 heart sounds with 
tachycardia. The rest of the examination was unremarkable. 
Echocardiographic Manifestation of Esophagitis Mimicking a Posterior 
Mediastinal Mass
supreeya swarup1, sowmya Kantamneni1, sarah Kabir1, roman Zeltser2,3 and  
amgad n. Makaryus2,3
1Department of Internal Medicine, Nassau University Medical Center, East Meadow, NY, USA. 2Department of Cardiology, Nassau University 
Medical Center, East Meadow, NY, USA. 3North Shore-LIJ Health System, Hofstra NSLIJ School of Medicine, New York, USA.
AbStrACt: Incidental extracardiac findings (ECFs) are commonly noted on cardiac imaging. The majority of the ECFs are noticed on computed 
tomography (CT), cardiac magnetic resonance scanning, and myocardial perfusion imaging. Although transthoracic echocardiography (TTE) is a widely 
used cardiac modality, there is scarcity of data describing ECF on TTE. ECFs have the potential to alter patient management. We present a rare case of a 
cystic mass seen in the posterior mediastinum on TTE, which led to further evaluation and diagnosis of esophagitis with ulceration.
KeywordS: extracardiac findings, transthoracic echocardiogram, mediastinal cystic mass, esophagitis
SUPPLEMENT: Cardiovascular imaging: Current developments in research and Clinical Practice
RECEIvED: november 05, 2014. RESUbMITTED: december 17, 2014. aCCEPTED foR PUbLICaTIoN: december 26, 2014.
aCaDEMIC EDIToR: thomas e. Vanhecke, editor in Chief
TYPE: Case report
fUNDINg: authors disclose no funding sources.
CoMPETINg INTERESTS: Authors disclose no potential conflicts of interest.
CoPYRIghT: © the authors, publisher and licensee libertas academica limited. this is an open-access article distributed under the terms of the Creative Commons CC-By-nC 3.0 
license.
CoRRESPoNDENCE: sswarup@numc.edu
Paper subject to independent expert blind peer review by minimum of two reviewers. all editorial decisions made by independent academic editor. Upon submission manuscript 
was subject to anti-plagiarism scanning. Prior to publication all authors have given signed confirmation of agreement to article publication and compliance with all applicable ethi-
cal and legal requirements, including the accuracy of author and contributor information, disclosure of competing interests and funding sources, compliance with ethical require-
ments relating to human and animal study participants, and compliance with any copyright requirements of third parties. this journal is a member of the Committee on Publication 
ethics (CoPe).
CITaTIoN: swarup et al. echocardiographic Manifestation of esophagitis Mimicking a Posterior Mediastinal Mass. Clinical Medicine Insights: Cardiology 2014:8(s4) 23–25  
doi: 10.4137/CMC.s18767.
CliniCal MediCine insights: Cardiology 2014:8(s4) 23
Swarup et al
Laboratory studies revealed a blood urea nitrogen (BUN) of 
36 mg/dL and serum creatinine of 1.0 mg/dL. Cardiac mark-
ers were normal. The patient underwent a TTE for the evalu-
ation of his chest pain. A possible cystic mass posterior to the 
left atrium was noted on the TTE (Fig. 1). This prompted 
further evaluation of the thoracic cavity with a CT of the 
chest. The CT revealed a diffuse, fluid-filled dilatation of the 
esophagus with mild distal wall thickening (Figs. 2 and 3). 
The patient subsequently underwent an esophagogastroduo-
denoscopy (EGD) revealing erosive esophagitis with ulcer-
ations as well as a hiatal hernia. As a result of this finding, 
the patient was started on aggressive proton pump inhibitor 
therapy and will be followed by gastroenterology. Once the 
esophagitis has resolved, plans will be made to further evalu-
ate the patient for possible motility pathologies that may have 
led to the distal esophageal thickening.
discussion
Incidental ECF on TTE has the potential to change manage-
ment in patient care. Although there is no concrete definition of 
ECF in the literature and data are scarce, most physicians agree 
that liver, lung, and mediastinal abnormalities are character-
ized as ECF; however, aortic dilatation or an aortic atheroma 
and thrombus visualized on a transesophageal echocardiogra-
phy (TEE) are not considered ECF.1 In the literature, ECFs 
are characterized into low-risk findings, which include pleural 
effusions, ascites, or hiatal hernia, or high-risk findings, which 
include liver abnormalities, inferior vena cava (IVC) pathology, 
mediastinal masses, and descending aortic dilatation.2
Alkhouli et al conducted a retrospective review of over 
41,000 patients with ECF on TTE and TEE. ECFs were 
more commonly seen on TEE (22.2%) when compared to 
TTE (3.6%) with the discovery of aortic atheromas, aortic 
thrombi, and pleural effusions being the most common find-
ings.2 In this review, only six patients had mediastinal or lung 
masses and there were no reports of esophageal pathologies on 
TTE or TEE.
Furthermore, in a retrospective study of over a thousand 
people undergoing TTE, Khosa et al reported an ECF rate 
of 7.5%.3 ECFs were divided into three different categories: 
benign, intermediate, and worrisome. Benign findings were 
described as hepatic cysts, hemangioma, and uncomplicated 
cholelithiasis; intermediate findings consisted of ascites, pleu-
ral effusions, and cholecystitis; and worrisome findings were 
significant of IVC filling defects, liver metastasis, portal vein 
thrombosis, to name a few.3 Similar to Alkhouli et al, there 
were no reports of esophageal pathology presenting as ECF in 
this study either.
In our patient, the ECF represented esophagitis, which 
is defined as inflammation of the esophageal mucosal sur-
face. The most common cause of esophagitis is GERD, but 
it may also be attributed to alcohol use, medications such as 
nonsteroidal anti-inflammatory drugs (NSAIDs), infection, 
radiation treatment, or autoimmune disorders.5,6 The presen-
tation of esophagitis may range from retrosternal chest dis-
comfort to dysphagia and odynophagia. At times, ulcerative 
figure 1. transthoracic echocardiogram in the parasternal long axis view 
showing a cystic mass visible posterior to left atrium (arrow).
figure 3. Ct of the thorax in a more cranial axial plane than Figure 2 
further reveals the dilated esophagus partially filled with fluid, posterior to 
trachea and anterior to the thoracic vertebrae (arrow).
figure 2. Ct of the thorax in the axial plane at the level of the heart. 
Dilated, fluid-filled esophagus, posterior to the heart (arrow).
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esophagitis can cause significant odynophagia, which limits 
oral intake enough to cause dehydration and weight loss. 
Moreover, spontaneous substernal pain or burning may occur, 
unrelated to eating, which makes it difficult to distinguish the 
pain from a cardiac etiology.1 In our patient, substernal chest 
pain was accompanied by loss of appetite; however, the sever-
ity and character of his symptoms warranted further cardiac 
work-up.
Conclusion
Although studies have been conducted to evaluate ECF 
on cardiac imaging studies, there is a paucity of studies on 
esophageal pathology as an ECF. In the case presented in 
this report, the appearance of a posterior mediastinal mass on 
TTE was essential in prompting further evaluation and even-
tual diagnosis of erosive esophagitis with ulceration. Various 
etiologies should be considered in the setting of ECFs, includ-
ing esophageal pathology.
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